The first report describing a reduction in mortality from acute myocardial infarction (AMI) in patients admitted to a specialized care unit was published by Killip and Kimball in 1967 . They demonstrated a mortality decrease from 26% to 7% if patients were admitted to dedicated units specialized for coronary care. This observation introduced the concept of Coronary Care Unit (CCU) and led to its rapid implementation in the following years. In parallel with the increase in the diversity of cases admitted to the CCUs, there is also a significant development in terms of case complexity, which is directly reflected in costs and mortality rates. The possible explanation for these facts are multiple. For instance, the implementation of STEMI networks allowed the survival of a significant cohort of patients with complex pathology, including cardiogenic shock, renal failure, or multivessel disease. In parallel, effective regional networks allow the rapid transfer of critical patients to highly specialized CCUs, which increases the number of complex patients admitted to the CCU. In a study published by Daval et al., the incidence of cardiogenic shock in the CCUs increased 
The first report describing a reduction in mortality from acute myocardial infarction (AMI) in patients admitted to a specialized care unit was published by Killip and Kim- ball in 1967. They demonstrated a mortality decrease from 26% to 7% if patients were admitted to dedicated units specialized for coronary care. This observation introduced the concept of Coronary Care Unit (CCU) and led to its rapid implementation in the following years. Various disease groups are currently admitted to intensive cardiac care units. According to data from the Blitz-3 registry, the most frequent pathology admitted to the CCUs is represented by acute coronary syndromes (over 50% NSTEMI or STEMI), followed by heart failure (14%), various types of arrhythmia and atrioventricular blocks (16%), while a minority of cases are represented by syncope, chest pain, post-PCI or post-surgery, pulmonary embolism, myo-pericarditis, cardiac tamponade, aortic dissection, or endocarditis. 3 In parallel with the increase in the diversity of cases admitted to the CCUs, there is also a significant development in terms of case complexity, which is directly reflected in costs and mortality rates. All these reports prove that a modern ICCU has a definite role in reducing mortality of acute cardiac patients, and the implementation of a regional network of acute cardiac care, on top of a pre-existing regional STEMI network, might be life-saving for patients presenting various types of cardiovascular emergencies.
